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Bladder Neck Contracture.-The symptoms
commonly associated with prostatic hyper-

trophy, namely, difficult urination, slow stream,
frequency, urgency, and dysuria, may occur when
the size of the prostate is normal, or even smaller
than normal. This phenomenon of "prostatism
sans prostate" is due to a fibrous contracture of
the bladder neck, affecting mostly its posterior
portion, which is elevated above the trigone and
forms a dam or "median bar," which obstructs
the outflow of urine.
The average age of patients with this condition

is less than that of those with adenomatous pros-
tatic hypertrophy. In fact it may be present at
birth, and the most common age for its occurrence
is from thirty-five to fifty-five. Long continued
chronic infection of the prostate or bladder pre-
disposes to bladder neck contracture. Its occur-
rence is not uncommon, being the cause of the
symptoms in 15 per cent of cases of prostatism.
When a patient complains of the symptoms of

bladder neck obstruction, and the prostate is nor-
mal by rectal palpation, a bladder neck contrac-
ture is suspected. A positive diagnosis, however,
can be made only by the use of the cystoscope.
With this instrument it is found that the bladder
neck is more rigid than normal; it is thickened
when palpated between the cystoscope and the
examining finger in the rectum; and its posterior
portion is seen to be elevated above the trigone,
forming a bar at the bladder neck. A careful
examination is necessary to differentiate it from
the neurogenic bladder, from middle lobe prostatic
hypertrophy, and from prostatitis without bladder
neck contracture.

If a true bladder neck contracture or median
bar is present, palliative treatment such as blad-
der irrigations, sounds, and prostatic massage will
sometimes give some temporary relief, but this
treatment is usually unsatisfactory and will never
cure the condition. It is necessary to eliminate the
obstruction at the bladder neck by excising or
punching out the median bar. This may be done
satisfactorily in most cases through the urethra.
There are several types of instruments designed
for this purpose, the most important ones of
which are the Collings electrome, and the Young
punch with its numerous improvements. The
utmost familiarity with the use of cystoscopes is
an essential prerequisite to the use of these instru-
ments, but when they are used skillfully on
patients who have been correctly diagnosed, the
results are satisfactory.

It may therefore be stated that bladder neck
contracture or median bar causes symptoms sim-
ilar to those of prostatic hypertrophy, but usually
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it occurs earlier and is more often preceded by a
chronic infection in the prostate or bladder; that
the condition is diagnosed with the aid of the
cystoscope; and that most patients can be success-
fully treated by excising or punching the bladder
neck posteriorly with an instrument used through
the urethra.

ROGER W. BARNES, Los Angeles.

Transitional Forms of the Spirocheta
Pallida.--Many investigators have been in-

trigued with the idea that the typical classical
spirocheta pallida is but one stage in the cycle of
development of the causative organism of syph-
ilis. There are clinical problems in syphilis which
are difficult of explanation if we admit only the
existence of the full-grown spirochete but which
would be more understandable if the existence of
smaller types of the organism could be demon-
strated. For example, take the theory of concep-
tional transmission of syphilis. Some authorities
have claimed to have observed syphilitic children
born of nonsyphilitic mothers. Such an occur-
rence could be explained only by the spirochete
being carried into the ovum in the head of the
spermatozoa. Inasmuch as the mature form of
the spirochete is larger than the spermatazoa this
would seem impossible. If an ultramicroscopic
or a finely granular stage of the spirochete could
be proved, the possibility of the paternal trans-
mission of syphilis would seem to be established.
Saleeby and Greenbaum 1 were unable to find any
spirocheta pallida in human tissue emulsions
which produced syphilis in inoculated animals.
At times, the spirocheta pallida cannot be demon-
strated in the brains of known paretics.

All of the above mentioned problems could be
easily solved if we could accept the idea of there
being smaller forms, granular forms or ultrami-
croscopic forms of the spirochete. McDonagh,2
Manouelian,3 and Levaditi 4 have described vari-
ous granular forms and life cycles of this or-
ganism.
Some recent work by Warthin and his co-

workers 6 6 would seem to furnish almost indis-
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